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Abstract

This study explored the effects of out-of-pocket expenditures on antidepressant use 
among workers receiving depression-related short-term disability benefits. The authors 
examine the association between workers’ out-of-pocket expenditures prior to their 
disability episode and their use, or delay in use, of antidepressants during the episode. 

The results indicate that higher out-of-pocket expenditures for antidepressants 
prior to the disability episode were associated with higher odds of using an antide-
pressant during the episode. However, results also suggested that higher out-of-pocket 
expenditures for other prescriptions were associated with significantly lower odds of 
an antidepressant claim during the episode. 

Greater prior out-of-pocket expenditures for other prescription drugs may serve 
as a barrier to accessing antidepressant treatment. Workers receiving short-term dis-
ability benefits who have previously purchased prescriptions for other conditions may 
be more sensitive to out-of-pocket expenditures for antidepressant prescriptions. 

Résumé
Cette étude se penche sur les effets des dépenses remboursables pour les antidé-
presseurs au sein des salariés recevant des prestations d’invalidité de courte 
durée pour des problèmes de dépression. Les auteurs examinent la relation entre 
les dépenses remboursables préalables aux périodes d’invalidité des salariés et 
l’utilisation, ou les délais d’utilisation, des antidépresseurs pendant ces périodes. 

Les résultats indiquent que des dépenses remboursables plus élevées pour antidé-
presseurs préalables aux périodes d’invalidité sont associées à de plus grandes proba-
bilités d’utilisation d’antidépresseurs pendant ces périodes. Toutefois, les résultats 
portent à croire que des dépenses remboursables plus élevées pour d’autres types 
d’ordonnances sont associées à des probabilités significativement plus faibles de 
demandes de prestations pour des antidépresseurs pendant les périodes d’invalidité. 

Des dépenses remboursables anticipées plus élevées pour d’autres types 
d’ordonnances peuvent freiner l’accès aux traitements antidépresseurs. Les salariés qui 
reçoivent des prestations d’invalidité à court terme et qui ont préalablement acheté 
des médicaments prescrits pour d’autres états de santé sont peut-être plus enclins aux 
dépenses remboursables liées aux ordonnances pour antidépresseurs. 

T

COMPARED TO THE REST OF THE WORKING POPULATION, INDIVIDUALS WITH 
a mental disorder have greater numbers of days during which they are either 
unproductive or unable to function at full capacity (Dewa and Lin 2000;  
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Lim et al. 2000). About one-third of society’s depression-related productivity losses 
can be attributed to these work disruptions (Greenberg et al. 2003). 

This study builds on previous work in which we observed that timely antidepres-
sant use was associated with significant decreases in disability for workers on depres-
sion-related, short-term disability leave (SDIS) (Dewa et al. 2003). In this analysis, 
we examine the association between prior out-of-pocket drug expenditures and timely 
antidepressant use. We look at three outcomes in relation to previous annual out-of-
pocket expenditures: (a) the likelihood of filling an antidepressant prescription during 
SDIS, (b) the likelihood of starting an antidepressant after SDIS begins and (c) the 
length of time before starting an antidepressant after SDIS begins. 

Background
Treatment guidelines for depression and rising prescription drug costs
Depression treatment guidelines recommend antidepressants as an effective treatment 
modality (AHCPR 1993; APA 1993; CANMAT 1999). Recommended use of anti-
depressants is associated with increased productivity and decreased disability (Berndt 
et al. 1998; Dewa et al. 2003). 

At the same time, antidepressants have played a prominent role in the rise of pre-
scription drug expenditures (Foote and Etheredge 2000; Dewa and Goering 2001). 
Since the newer generation of antidepressants were introduced in the 1980s, antide-
pressant use has grown significantly (Olfson et al. 2002). Between 1998 and 2004, 
Canadian per capita expenditures on psychotherapeutics increased by 106% (Morgan 
et al. 2005). In 2004 in Canada, psychotherapeutics was the second largest category of 
prescription drugs used (Morgan et al. 2005). More than half the spending on psycho-
therapeutics was related to the use of selective serotonin reuptake inhibitors (SSRIs) 
(Morgan et al. 2005). Depression guidelines identify SSRIs as first-line agents 
(AHCPR 1993; APA 1993; CANMAT 1999).

Co-occurring chronic physical disorders

Depression treatment is often complicated by co-occurring physical disorders requir-
ing prescription drug treatment (Elinson et al. 2004). Treatments for certain chronic 
and acute physical conditions may contribute to or predate depression (Miranda 
et al. 1994), and people with depression tend to have high rates of chronic medical 
conditions (Miranda et al. 1994). Thus, employees whose private drug benefits plan 
includes cost-sharing arrangements may already be spending a significant amount for 
prescription drugs prior to their depression-related disability.

Previous Out-of-Pocket Drug Expenditures and Patterns of Antidepressant Use among Workers 
Receiving Depression-Related Disability Benefits
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Short-term disability benefits

The purpose of disability income insurance is “to provide income protection for work-
ers during temporary absences from work due to illnesses or injury” (Roberts 1994). 
Typically, short-term disability benefits cover a portion of the worker’s salary as deter-
mined by the company. In Australia, typical benefits provide a salary continuance of 
75% (Archibald et al. 2007). In the United States, typical coverage is for 50% to 100% 
of income; in Canada, it is between 60% and 100% of coverage for salaried employees 
but only 55% to 77% for hourly employees (Archibald et al. 2007). 

Demand for psychotropic drugs and cost-sharing

A number of studies have reported that the use of psychotropic prescription drugs is 
characterized by high sensitivity to out-of-pocket costs (Tamblyn et al. 2001; Piette et 
al. 2004) among the elderly and financially disadvantaged populations. 

Few studies have looked specifically at the working population in terms of dis-
ability. Because workers generally receive only a proportion of their wages during a 
disability episode, they may be particularly sensitive to cost-sharing. In combination, 
the decreased income and drug cost-sharing may act as barriers to accessing optimal 
antidepressant treatment.

Methods
Data sources and study population
The study protocol was reviewed and approved by the University of Toronto/Centre 
for Addiction and Mental Health Research Ethics Board. Administrative data were 
provided by three major Canadian financial/insurance sector employers with a 
combined workforce of approximately 63,000 employees nationwide, representing 
approximately 12% of their sector’s workforce (Statistics Canada 2003). The primary 
information sources were company short-term disability claims, prescription drug 
claims and occupational health department records. Because of its relatively smaller 
size, claims from one company were taken for short-term disability episodes beginning 
between January 1996 and December 1998. For the remaining two companies, data 
were abstracted for claims beginning in 1997 or 1998. 

Employees included in our analysis met two criteria. First, subjects were on 
depression-related, short-term disability leave from work. This meant they had 
depression-related absences from work for at least 10 consecutive work days prior to 
their disability leave. This cut-off was based on the study companies’ SDIS criteria. 
The second criterion required subjects to have used their prescription drug benefits at 
least once during the study period for any type of prescription.

Carolyn S. Dewa et al.
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Prescription drugs are currently not covered under the Canada Health Act unless 
they are dispensed during an inpatient stay. However, certain provinces such as 
Alberta, British Columbia, Manitoba, Quebec and Saskatchewan offer prescription 
drug insurance to their residents. Each of these provincial plans has either a premium, 
co-payment or out-of-pocket limit attached to them. The other provinces offer cover-
age to specific segments of the population, such as the elderly and financially disad-
vantaged (Dewa et al. 2005). As result, prescription drug benefits are often offered 
by employers under supplemental private medical insurance plans (all other essential 
medical services and treatments, including physician visits and hospitalizations, are 
covered in full through the public system). 

Subjects were excluded if, based on the drug claims data, we could not ascertain 
whether their lack of antidepressant claims (during the disability period) was due to 
not filling a prescription or using another drug benefits plan. 

Dependent variables

Two dependent variables were created to reflect antidepressant use: 

• FILLED = 1 if a worker filled an antidepressant prescription between the start 
and end of the SDIS. Otherwise, FILLED = 0.

• DAYS = the number of days before filling an antidepressant prescription for 
workers who had not filled an antidepressant prescription before the start of the 
SDIS episode. DAYS is undefined for workers filling antidepressant prescriptions 
before the SDIS episode. DAYS = the length of the SDIS episode for workers 
who went their entire SDIS episode without filling an antidepressant prescription.

Independent variables

Six categories of variables were created for the purpose of these analyses: socio-demo-
graphic characteristics, employment characteristics, severity-of-course indicators, co-
occurring chronic physical disorders, prior out-of-pocket spending on prescription 
drugs and company and province fixed effects.

SOCIO-DEMOGRAPHIC CHARACTERISTICS

The socio-demographic variables were age and sex. The age variable was calculated as 
the number of years between the worker’s date of birth and the starting date of the 
disability episode. 

Previous Out-of-Pocket Drug Expenditures and Patterns of Antidepressant Use among Workers 
Receiving Depression-Related Disability Benefits
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EMPLOYMENT CHARACTERISTICS

We created variables to describe employment characteristics. The first variable indicated 
whether the subject was in a management position (i.e., supervisor/manager). The sec-
ond variable was the subject’s tenure with the company. Tenure was calculated as the 
difference between the worker’s hire date and the starting date of the disability episode.

SEVERTY-OF-COURSE INDICATORS

We posited that antidepressant use might be influenced by the severity of the epi-
sode. Using the number of symptoms as a proxy for severity, we abstracted informa-
tion from occupational health records using a checklist covering the major DSM-IV 
depressive symptom categories (APA 2000). Results of previous analyses with this 
population indicated that the number of reported symptoms was significantly related 
to length of disability and return to work; additional symptoms were associated with 
longer disability episodes and lower likelihood of return to work (Dewa et al. 2003).

We also created a variable to indicate whether the SDIS was attributed to depres-
sion only or to depression co-morbid with either another mental or a physical prob-
lem. Finally, as another proxy for severity, we developed a variable to indicate whether 
a worker had a prior SDIS episode during the past 12 months. 

CO-OCCURRING CHRONIC PHYSICAL DISORDERS

We created variables to indicate the presence of chronic physical disorders using Von 
Korff and colleagues’ algorithm (1992), which utilizes claims data on the types of 
medications that the individual filled. 

PRIOR OUT-OF-POCKET EXPENDITURES

We created two out-of-pocket expenditure variables based on drug claims one year 
prior to the start of the short-term disability episode. One of the variables captured 
total prior out-of-pocket expenditures on antidepressants. The other variable reflected 
total prior out-of-pocket expenditures on all other types of prescription medications. 

COMPANY FIXED EFFECTS

Because non-random, company-specific factors associated with antidepressant use may 
exist, we included company-specific fixed effects in all the models. 

 PROVINCE FIXED EFFECTS

To control for possible regional culture effects, we included province indicator vari-
ables in the models.

Carolyn S. Dewa et al.
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Analyses

The analysis plan is framed along the lines of a two-part model, a strategy commonly 
employed to study characteristics associated with prescription drug use patterns 
(Manning 1981; Duan et al. 1983; Leibowitz et al. 1985; Hillman et al. 1999). 

Part 1: Any antidepressant claim?

The first part of the model focused on the relationship between previous out-of-pock-
et expenditures and the odds that a worker had any antidepressant drug benefits claim 
during the SDIS episode. Using a multiple logistic regression model, we estimated the 
odds of having an antidepressant drug claim as a function of the subject’s age, job ten-
ure with the firm, severity, sex, management status, co-morbid physical disorders, prior 
12-month mental illness-related SDIS, province, firm and cumulative out-of-pocket 
expenditures (for both antidepressant and non-antidepressant drugs). Cumulative pre-
vious out-of-pocket expenditures were separated into antidepressant and non-antide-
pressant categories to allow for differential effects. 

Part 2: How long before starting an antidepressant after SDIS begins?

Part 2 of the model focused on estimating the relationship between out-of-pocket 
expenditures and delay in the first use of antidepressants. The analysis included only 
workers who had not filled an antidepressant prescription before their depression-
related SDIS started. Thus, total previous out-of-pocket expenditures were not split 
into antidepressant and non-antidepressant categories, since for this sample total out-
of-pocket expenditures exactly equalled non-antidepressant expenditures. 

Initially, we estimated the delay in filling a first antidepressant prescription using 
ordinary least squares (OLS) regression (results available from the authors); however, 
more complex survival models seemed better suited for the task. With survival analy-
sis, we were able to use the data both from employees with a first antidepressant claim 
during the SDIS period (n=197) and from employees with no antidepressant claim 
during the SDIS period (n=164). Employees who started filling antidepressant pre-
scriptions before the SDIS period were not included in this analysis as they did not 
inform the study question (n=345). As a sensitivity analysis, we compare results from 
non-parametric (Kaplan-Meier analysis), semi-parametric (Cox regression) and para-
metric survival models (Weibull regression). 

Results
Demographic characteristics, depression severity, presence of co-occurring chronic dis-
orders and out-of-pocket expenditures prior to the SDIS episode are shown in  

Previous Out-of-Pocket Drug Expenditures and Patterns of Antidepressant Use among Workers 
Receiving Depression-Related Disability Benefits
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Table 1. An in-depth analysis of the demographic characteristics of this population 
can be found elsewhere (Dewa et al. 2002). In this sample, a large proportion was 
female with a mean age of 40.7 years (SD=9.06). About 25% of the sample held 
management positions and had worked for their companies an average of 13.3 years 
(SD=8.86). 

TABLE 1. Study population descriptive characteristics (standard deviations in parentheses)
VARIABLES % n

TOTAL 100% 706

Demographic

Sex

Male 14.0 99

Female 86.0 607

Mean Age 40.7 (9.06)

Employment characteristics

Management position 24.2 171

 Average length of employment w/company  
(in yrs) 13.31 (8.86)

Symptom and complexity 

Prior episode within past 12 months 15.6 110

Depression only 52.7 372

Average no. of reported symptoms 4.76 (2.75)

Co-occurring chronic physical disorders 49.0 346

Heart disease 8.01 57

Respiratory disease 9.4 66

Hypertension 14.2 100

Asthma 7.8 55

Ulcers 20.8 147

High cholesterol 3.5 25

Neurological disorders 9.9 70

Other chronic disorders 2.6 18

Province

British Columbia 13.9 98

Alberta 12.0 85

Saskatchewan 2.6 18

Manitoba 3.4 27

Ontario 53.4 377

Quebec 8.6 61

Smaller provinces (Atlantic and territories) 5.5 39

Carolyn S. Dewa et al.
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 Sites

Site 1 5.1 36

Site 2 44.3 313

Site 3 50.6 357

For 15.6% of this sample, the disability episode was a recurrent one. On average, 
4.8 symptoms (SD=2.75) were reported. More than half (52.7%) reported having 
depression only.

Almost 21% filled a prescription for ulcer medications; 14% were using hyperten-
sion medications. About 10% used a neurological disorder drug; 8% took medication 
for heart disease and 9% for respiratory disease.

About 74% used an antidepressant during their SDIS episode (Table 2). For 
those who waited until the start of their disability episode, the mean days until their 
first fill was 26.6 days (SD= 29.62).

TABLE 2. Antidepressant use patterns (standard deviations in parentheses)
Variables % n

% with no antidepressant claim before or during SDIS 25.8 182

 % with an antidepressant claim after the start of SDIS 74.2 524

% with first claim before the start of SDIS 62.4 327

% with first claim during SDIS 37.6 197

Total 100 706

Mean out-of-pocket expenditures for prescription drugs prior to SDIS

Antidepressants $21.64   (51.48)

Other drugs $72.15 (107.30)

The mean out-of-pocket expenditure for antidepressants prior to the disabil-
ity episode was $21.64 (SD=51.48). For other prescription drugs it was $72.15 
(SD=107.30).

In the first regression model, we examined the association between out-of-pocket 
expenditures and the odds that a worker filled an antidepressant prescription between 
the start and end of the SDIS episode, controlling for demographic characteristics, 
severity, work status, chronic physical disorders and company and provincial dummy 
variables (Table 3). The results suggest that the odds of a worker filling an antidepres-
sant prescription increase with prior out-of-pocket antidepressant expenditures (for 
every $10 spent, odds ratio [OR] = 1.478, 95% confidence interval [CI] = 1.271, 
1.715). At the same time, the odds decrease as prior non-antidepressant out-of-pocket 
expenditures increase (for every $10 spent, OR = 0.954, 95% CI = 0.933, 0.975).

Previous Out-of-Pocket Drug Expenditures and Patterns of Antidepressant Use among Workers 
Receiving Depression-Related Disability Benefits

Table 1. Continued
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Figures 1 and 2 illustrate these two main findings. The graph in Figure 1 indicates 
that if prior out-of-pocket expenditures on non-antidepressants equalled $0, the prob-
ability of a worker’s filling an antidepressant prescription was almost 90%. But if past-
year expenditures were $100, the probability of a worker’s filling an antidepressant 
prescription dropped to 70%. It decreased to 40% if expenditures were $500.

TABLE 3. Selected logistic regression results predicting whether an employee had an antidepressant 
claim (adjusted for provincial fixed effects) 

Had an antidepressant claim

Variables Odds Ratio 95% CI

Demographic variables

Female 1.032 (0.586, 1.818)

Age 1.008 (0.980, 1.037)

Employment characteristics

Management 1.217 (0.752, 1.967)

Length of employment 1.034 (1.002, 1.067)

Company 1 0.634 (0.228, 1.764)

Company 2 0.509 (0.326, 0.795)

Symptom and complexity variables

Number of symptoms 1.207 (1.112, 1.311)

Prior episode in past 12-months 0.806 (0.447, 1.455)

Depression only 2.402 (1.705, 2.517)

Co-occurring chronic physical disorders

Heart disease 0.753 (0.345, 1.640)

Respiratory disease 3.172 (1.395, 7.210)

Hypertension 1.408 (0.720, 2.752)

Asthma 0.814 (0.398, 1.663)

Ulcers 1.399 (0.843, 2.322)

High cholesterol 2.730 (0.764, 9.749)

Neurological disorders 1.522 (0.739, 3.134)

Other chronic disorders 1.983 (0.417, 9.459)

Out-of-pocket expenditures prior to SDIS (in $10 increments)

For antidepressant 1.478 (1.271, 1.715)

For other drugs 0.954 (0.933, 0.975)

Hosmer-Lemeshow |2
(8) (p-value) 8.22 (0.4121)

Pseudo-R2 0.1891 (n=706)

In contrast, workers with no prior out-of-pocket expenditures on antidepressants 
had a 70% probability of filling an antidepressant prescription. With more prior anti-
depressant use (as indicated by increased prior out-of-pocket antidepressant expendi-
tures), the probability of workers’ filling an antidepressant prescription increased.

Carolyn S. Dewa et al.
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In the second model, we controlled for the same characteristics as in the first 
model while examining the association between out-of-pocket expenditures and the 
number of days before filling an antidepressant prescription. To facilitate the interpre-
tation of the regression results, we created a new indicator variable equalling 1 (equal-
ling 0) when out-of-pocket expenditures were above (below) the median of $43.50. A 
log-rank test rejected the equality of the survivor functions (probability of not filling 
an antidepressant prescription after time t) by whether out-of-pocket expenditures 
were above (below) the median (|2

(1)=7.25, p=0.0071). Figure 2, showing the Kaplan-
Meier survival estimates by whether out-of-pocket expenditures were above (below) 
the median, provides visual confirmation of the difference between workers with high 
and low out-of-pocket expenditures. 

FIGURE 1. Predicted probability of using an antidepressant as a function of previous drug expenditures 
by type of drug (antidepressants vs. non-antidepressants)
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Table 4 contains the results from two types of survival analysis models. Using the 
Cox model, we estimated the hazard ratio for out-of-pocket expenditures above (below) 
the median to be 0.617 (z=–2.89, p=0.004) and 0.579 using Weibull regression  

Previous Out-of-Pocket Drug Expenditures and Patterns of Antidepressant Use among Workers 
Receiving Depression-Related Disability Benefits
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(z=–3.26, p=.001). The estimated hazard ratio less than 1.000 for the indicator vari-
able means that workers with high out-of-pocket expenditures were less likely to fill 
an antidepressant prescription during the SDIS episode (technically speaking, the haz-
ard for workers with out-of-pocket expenditures above the median was about 60% of 
that for workers with out-of-pocket expenditures below the median). The difference 
in median time before filling a first antidepressant prescription was estimated to be 
approximately 36 more days when out-of-pocket expenditures were above the median.

FIGURE 2. Probability of no antidepressant claim as a function of time by level of out-of-pocket costs 
(e.g., high vs. low out-of-pocket costs)
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TABLE 4. Selected survival analysis regression results for f irst antidepressant use (adjusted for 
provincial fixed effects)

Cox Proportional Hazard Weibull Regression

Variables Hazard 
Ratio

95% CI Hazard Ratio 95% CI

Demographic Variables

Female 1.039 (0.662, 1.632) 1.004 (0.638, 1.580)

Age 0.998 (0.977, 1.020) 0.996 (0.975, 1.018)

Employment characteristics

Management 0.997 (0.709, 1.402) 0.960 (0.681, 1.353)

Length of employment 1.032 (1.009, 1.056) 1.035 (1.011, 1.059)

Company 1 1.278 (0.644, 2.537) 1.398 (0.708, 2.761)

Company 2 0.587 (0.418, 0.823) 0.583 (0.416, 0.818)

Symptom and complexity variables

Number of symptoms 1.055 (0.992, 1.122) 1.044 (0.982, 1.111)

Prior episode in past 12 months 0.518 (0.297, 0.903) 0.465 (0.266, 0.812)

Depression only 1.307 (0.973, 1.756) 1.336 (0.994, 1.797)

Co-occurring chronic physical disorders

Heart disease 0.654 (0.370, 1.156) 0.622 (0.352, 1.100)

Respiratory disease 2.060 (1.211, 3.505) 2.244 (1.318, 3.822)

Hypertension 1.064 (0.671, 1.688) 1.163 (0.733, 1.845)

Asthma 1.317 (0.786, 2.205) 1.324 (0.788, 2.223)

Ulcers 1.228 (0.837, 1.801) 1.222 (0.832, 1.797)

High cholesterol 1.779 (0.841, 3.763) 1.966 (0.931, 4.150)

Neurological disorders 1.027 (0.621, 1.700) 1.037 (0.625, 1.721)

Other chronic disorders 2.082 (0.916, 4.729) 2.107 (0.927, 4.790)

Out-of-pocket expenditures prior to SDIS (for non-antidepressant drugs)

Above the median cost of $43.50 0.617 (1.271, 1.715) 0.579 (0.417, 0.804)

LR |2
(24) (p-value) 62.38 (<0.001) 70.52 (<0.001)

Sample size n=379 n=379

Discussion

The results appear to indicate two primary use patterns. First, the positive association 
between prior antidepressant spending and the higher likelihood of subsequent spend-
ing suggests that if workers have experience with antidepressants, they may be more 
likely to view them as non-discretionary drugs. This is a positive finding if it suggests 
adherence to antidepressant use, an issue that is frequently of concern in depression 
treatment (Simon et al. 1993; Katon et al. 1995). At the same time, it raises the ques-
tion of what the impact would be on other prescriptions for chronic physical conditions.

Previous Out-of-Pocket Drug Expenditures and Patterns of Antidepressant Use among Workers 
Receiving Depression-Related Disability Benefits
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About 50% of these workers with depression-related SDIS had a co-morbid 
chronic physical disorder for which they were receiving prescription drug treatment. 
Our results indicate that greater prior out-of-pocket expenditures for other pre-
scription drugs may serve as a barrier to accessing antidepressant treatment. These 
results are congruent with findings reported by Motheral and Fairman (1997) and 
Goldman et al. (2000). Individuals who had previously purchased prescriptions for 
other conditions might have been more sensitive to the out-of-pocket expenditure of 
an antidepressant prescription. If this sensitivity results in a delay in use, it could be 
problematic. For example, a delay in antidepressant use during the first 30 days of an 
SDIS episode has been associated with a longer leave of 24 days (Dewa et al. 2003). 
The average hourly wage for a worker between 25 and 55 years is $21.66 (Statistics 
Canada 2007). Based on a 7.5-hour workday and the loss of 18 workdays (excluding 
six weekend days), the delay in antidepressant use would cost an average of $2,924 
extra per worker on SDIS. 

This finding highlights the dilemma faced by many employers. On the one hand, 
there is the desire to control the rising cost of prescription drug benefits caused by the 
decreased sensitivity to costs associated with insurance benefits; on the other hand, it 
is important not to create a barrier to access to these treatments. 

More research is needed to evaluate whether cost-sharing mechanisms should be 
altered for workers on disability leave, especially those with chronic physical condi-
tions (Elinson et al. 2004).

Limitations

Our results should be considered in light of several limitations. First, our sample 
contained a high proportion of women. Two main factors likely contributed to this 
finding: (a) the sector we are studying is female dominated – approximately 30% of 
all Canadian women are employed in business, finance and administrative occupations 
(Statistics Canada 2003) and (b) the prevalence of depression is higher among women 
than men (Kessler et al. 1996; Offord et al. 1996). An important question is whether 
our findings hold true in other sectors, especially those that are male dominated. 

Second, our reliance on administrative data constrains our ability to comment on 
actual use (Edgell et al. 1999). It is assumed that workers who filled prescriptions also 
took their medications. To the extent that this assumption is valid, our measure of use 
reflects a combination of use and physician prescribing patterns. 

Third, as with most administrative database studies, our results are limited by the 
accuracy of the diagnosis on the claims forms (Browne et al. 1998). Ideally, we would 
have conducted clinical assessments for cases to verify the cause of the SDIS. But in 
the interests of feasibility and maintaining worker anonymity, we chose to study the 
population identified with depression rather than those confirmed with depression.
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Finally, this study focused on previous annual out-of-pocket expenditures. It is 
possible that something related to out-of-pocket drug expenditures but not captured 
in the administrative data could explain our results. 

Technically, an individual’s prior spending on drugs is a choice variable that may 
be correlated with unobserved determinants of current antidepressant use. The nature 
of our non-randomized administrative data does not allow us to pinpoint the causal 
reason for our findings. Along those same lines, it would have been ideal had we 
understood the motivations underlying worker behaviour. Specifically, an estimate of 
the sensitivity of the workers’ demand to the price of prescription drugs would have 
been useful. With current data limitations, an alternative explanation for the signifi-
cant positive relationship between past experience with antidepressants and current 
use would be that workers are insensitive to all prescription drug prices and are will-
ing to purchase any prescription drug without regard for price. On the other hand, if 
this were the case, we would expect to see a positive association between prior out-of-
pocket spending for other drugs and antidepressant use. 

Our research represents a first step towards understanding disabled employees’ 
sensitivities to costs; it examines questions about the association between expenditures 
and antidepressant use. Further research should focus on identifying the mechanisms 
that underlie the observed association. 

Conclusions
In previous work, we found an association between timely antidepressant use and 
decreased length of depression-related disability leave (Dewa et al. 2003). Results 
from this study suggest another potential link in the chain between employee out-
of-pocket expenditures and employer productivity losses associated with depression-
related disability claims. In light of antidepressants’ contribution to return to work, it 
might be worthwhile for companies and benefits managers to examine their drug ben-
efits plan structures (e.g., deductible limits). While moral hazard may be a valid gen-
eral concern, if out-of-pocket expenditures reduce access to prescription drugs, it may 
be important to consider cost-containment strategies that take into account disability 
and chronic conditions. Nevertheless, more research is needed to confirm and explore 
the exact process by which costs and antidepressant use are related.
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